A case of a young Japanese woman with long-standing ulcerative colitis complicated by preinfarction angina due to Takayasu's aortitis is presented. Successful emergency aorto-coronary bypass operation was performed. Whether the association of these two diseases can be explained by a common mechanism is discussed.
Introduction
Since ulcerative colitis and Takayasu's aortitis are relatively uncommon disorders, the likelihood of their simultaneous occurrence is extremely small. Nevertheless, there have been several cases in which these two diseases have coexisted, suggesting some common pathophysiological background between them.
We describe here a case of a young Japanese woman with long-standing ulcerative colitis complicated by preinfarction angina due to Takayasu's aortitis. Successful emergency aorto-coronary bypass operation was performed. We discuss whether the combined occurrence of these two diseases can be explained by a common mechanism.
Case report A 23 year old Japanese woman was admitted to Hiratsuka City Hospital, Kanagawa, Japan, in March 1988, for treatment and evaluation of precordial pain precipitated by physical exertion and a positive double Master test. In 1963, when she was 8 years old, she developed refractory diarrhoea with blood and mucus. She was diagnosed as having ulcerative colitis by colonoscopy, colonic biopsy and barium enema examination, and was treated with salicylazosulphapyridine and prednisolone. In 1979, prednisolone was stopped, and she remained well until December 1987, when the precordial pain appeared. There was no history of smoking or use of oral contraceptives. Figure 1 shows a colonic biopsy histology performed in April 1984. Although the typical 'crypt abscess' is not seen, ulceration without granulomas or epithelioid cells confirmed the diagnosis of ulcerative colitis.
On examination, the pulses of all extremities were normal and the blood pressure was 126/70 mmHg in both arms. A grade 2 systolic murmur was heard along the left sternal border. No vascular bruits were audible. The optic fundi were normal.
Laboratory findings were as follows: erythrocyte sedimentation rate 57 mm/h, C-reative protein 4+, white cell count 8.7 x 109/l with a normal differential, haemoglobin 11.4 g/dl, haematocrit 35.6%, platelets 54.0 x 1010/1, fasting glucose 117 mg/dl, and the cholesterol 117 mg/dl. Serum protein electrophoresis revealed polyclonal hypergammaglobulinaemia. Serum IgG, IgA, and IgM were 1310 mg/dl, 405 mg/dl, and 164 mg/dl, respectively. C3 and C4 were within the normal range. Anti-nuclear antibody test and serological test for syphilis were negative. Circulating immune complexes were not detected. The urine was normal and stool specimens were trace positive for occult blood and negative for ova of parasites.
On the eighth hospital day, cardiac catheterization was performed. Selective coronary angiograms disclosed severe narrowing of the ostia of both the left main and right coronary arteries. The remaining vessels were entirely normal in calibre ( Figure 2 
